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tions to provide education and information concerning prevention of the transmission of the human immunodeficiency virus. As of late 1990, several states had followed the federal lead and established offices or similar bodies to address minority health problems (IHPP, 1990).
Centers on Pediatric Emergency Care
Some elements of other programs more directly associated with EMS-C might also serve as models for a national center. The two examples noted here are part of the EMS-C Resource Network; although based in the private sector, both are funded by MCHB in HRSA.
The EMS-C National Resource Center (NRC) at Children's National Medical Center in Washington, B.C., provides extensive consultation and technical assistance to state EMS-C projects or coalitions in a variety of areas: building successful coalitions, tracking legislation and forming public policy, and identifying long-term funding sources. Newly funded projects are assisted in initiating start-up activities, improving communication skills, and developing action plans. The EMS-C NRC provides guidelines for networking with community voluntary organizations that have a child advocacy focus, and it disseminates information about foundation, corporate, and federal funding sources. It also tracks and analyzes state and federal legislation and policy issues with a pediatric or an EMS focus, and it disseminates guidelines for educating the public about those policy issues.
The National EMS-C Resource Alliance (NERA), located at Harbor-UCLA Medical Center in Torrance, California, aims to improve EMS-C capabilities in existing EMS systems with the assistance of a network of experts who can serve as consultants on a variety of EMS-C matters. Its services include on-site and telephone consultation about child advocacy, minority issues, access for children with special needs, pediatric trauma, injury prevention, and other EMS-C topics; advice on data collection (including a uniform national EMS-C data base) and access, at low cost, to certain types of computer software programs developed by EMS-C projects; information about educational curricula, videotapes, quick reference drug and equipment charts, and equipment guidelines; and regional conference and workshops aimed at integrating primary care pediatricians, family physicians, and other providers into EMS activities. In addition, NERA publishes a quarterly newsletter (EMSC News).
Centers on Child Abuse and Neglect
One prototype for a national center might be the C. Henry Kempe National Center for the Prevention and Treatment of Child Abuse and Neglect, which is based at the University of Colorado Health Sciences Centerr disease among blacks, Hispanics/Latinos, Asians, Pacific Islanders, and Native Americans. It also underwrites the efforts of community-based and national minority organiza- Making some funding available ontudinal surveillance. Controlling the costs of data collection must be a concern as well.experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
